Topic 5: Cognitive/Mental Status
Assessment of Older Adults

Competencies

1. Identify the importance of mental status assessment in
older adults.

2. Define and identify the components of mental status as-
sessment.

3. Assess mental status using validated tool—Folstein Mini-
Mental Status Examination (MMSE)—identifying strengths
and limitations of the tool.

4. Assess mood using validated tool—Yesavage Geriatric De-
pression Scale (GDS) and Cornell Depression Scale (CDS)—
identifying strengths and limitations of the tools.
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1. Identify the importance of mental status assessment in
older adults.

Cognitive impairment and psychiatric symptoms are rel-
atively common in the elderly, with an estimated 4 to 5
million older adults experiencing cognitive disorders.
Of community-residing elderly, 5% aged 65 to 75 and
25-30% aged > 85 evidence dementia, most commonly
Alzheimer’s disease. 60% of nursing home residents are
demented.

Mental status assessment screens for changes in cognition
and mood, but does not provide a diagnosis of dementia.

Quantified versions of mental status examination can be
used to screen for cognitive and emotional disorders in
older persons across a variety of settings.

Measures of cognition provide systematic, standardized
assessment and can be used to monitor older adults with
cognitive impairments over time.

2. Define and identify the components of mental status
assessment.

Mental status assessment is designed to elicit cognitive
abilities and deficits, emotional functioning, and basic in-
tellectual functioning.

Components of Mental Status Assessment:

¢ Level of consciousness (alert, lethargic, coma).
e Physical appearance (clothing, grooming).

e Orientation to person, place, time.
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Speech and language.

Emotional status.

Memory—Ability to recall recent experiences.

Attention and concentration—Ability to focus selectively
on stimuli in the environment.

Intelligence—Ability to respond to unknown situation.
Judgment—Ability to compare or evaluate alternatives.
Insight—Ability to see and understand connections be-
tween objects and situations.

Construction—Ability to accurately reproduce simple
objects.

Comprehension.

General information—Measurement of a person’s contact
with their environment.

Perceptual disturbances (delusions/hallucinations).

3. Assess mental status using validated tool—Folstein
Mini-Mental Status Examination (MMSE)—identifying
strengths and limitations of the tool.

A. MMSE

1. Purpose of MMSE: To identify the presence of organic
disease, to assess for changes in mental state, and to
identify areas of cognitive disability.

Scores may indicate: 24-30 = No cognitive impairment
18-23 = Mild cognitive impairment
00 -17 = Severe cognitive impairment

People who score below 23 should be referred for
follow-up.

}' HARTFORD INSTITUTE FOR GERIATRIC NURSING 5'3



Topic 5: Cognitive/Mental Status
Assessment of Older Adults

Content Outline

2. Strengths of MMSE:

e MMSE is a valid, reliable screen for delirium and
dementia, requiring 5 to 10 minutes to administer.

e Can be administered by clinicians or lay persons
specifically trained to conduct the assessment.

e Assesses orientation, registration, attention and
calculation, recall, language, reading, and obeying
a simple command, and visual construction.

3. Limitations of MMSE:

e Performance on the MMSE may be influenced by
educational level.

e Older persons may score lower due to advanced
age. Areas of cognitive functioning that are not as-
sessed: judgment, insight, remote memory.

e Cannot be used for persons with severe sensory
deficits or poor verbal ability.

e Valuable for screening cognitive deficits, but does
not provide a diagnosis.

¢ Does not assess mood or perceptual disturbances.

4. Assess mood using validated tool—Yesavage Geriatric De-
pression Scale (GDS) and Cornell Depression Scale
(CDS)—identifying strengths and limitations of each tool.

A. Geriatric Depression Scale (GDS)

1. Purpose of the GDS: To screen for depression in
older adults.

Scoring: O - No depression, 30 - Very depressed;
a score of 5 or more - refer patient for follow-up
diagnosis.
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2. Strengths of the GDS: Self-rated tool permits the
client to answer yes or no, thereby overcoming the
need for the client to make subtle discriminations in
answering,.

Can be completed by client, no training required.

(Self-rated scales generally thought to be very effec-

tive in screening minor depression.)

e Short version (15 item) available for use (rather
than full 30-item scale).

e GDS can be used in screening the physically
healthy as well as physically ill and cognitively im-
paired (MMSE > 15).

3. Limitations of the GDS

e Cannot be used if client cannot self-report (limited
in persons with severe depression and/or psy-
chosis).

e In the presence of cognitive impairment (MMSE
< 15), reliability of scale is questionable.

e GDS not able to differentiate between clinical di-
agnostic categories.

e GDS is not as sensitive to changes in symptomo-
tology over time as are observer-rated scales.

B. Cornell Depression Scale (CDS)
1. Purpose of the Cornell Depression Scale:

A 20-question scale to screen for depression in older
adults with dementia.
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Scoring: O - No depression, 2 - Probable depression,
19 - Severe depression. Those patients with a score
of 12 or above should be referred for follow-up
diagnosis.

2. Strength of the CDS:

Able to assess for depression in clients with ad-
vanced dementia (MMSE < 15).

3. Limitation of the CDS:
¢ Requires clinicians to rate items.
e Not a self-administered tool. Can be administered
by a nurse assistant.
e Takes slightly longer time to assess than GDS.
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Mini-Mental State Examination §

it R B 1
Zeoia Soma ChrimrEatican
5 [ What is the (y2art (season) (gay) (mantn)?
5 [ Whera are wa: (stata) (county) (iown) {hosgital] (oo
Registratian
3 1 Mame 3 unreaned ooects. akow 1 Second 1o say Ssch.
Then asx tha caberd 1o regaat &l 3 after you havs =&IT
them. CGGive 1 point for racn correct pnsswer, Bapeas
er wold b Raing gl 3 Cowt mals and eeard,
Trizts:
Atterdion and cabolnbgn
5 [ Asy patient o coud Backwards Iroer 100 Dy severs.
| pount for 2ech comect answar. Stop after 5 arEwers.
Altgmatively spall “agdd” backwards.
Recall
3 1 Ak pehient 1o fecall the 3 objects craweaushy slapoed.
Give 1 pomt for each carmect.
Lamguage
3 1 Show panent & wnst waich, agk patient wiat it is.

Aapeat for 2 pencd. (2 goinis).
A5k pabant b3 regast the fallowing: “Mo fs. ands ar
Bu”™ (1 point)
Follow a I-stags commmins:
‘Teke 3 paCET M vl (gt mand, feld il in hastl,
and pud it an the fioor® 13 ponta).
A5k patient 1o read and Soay the following sertence
which you hivr wotien on a piace of paper
*Cloge ymr mpes {1 zoint).
Ask patien (o wale 3 sentanca (1 saint).
Ask patient 10 copy & design |1 post).

.. Tufal Soare

Pt al il

AS5EES igval of conscinusness along 3 comimam

Aleet [egway Slupor Cama

(Continued)

**Mini-Mental State:” A Practical Method for Grading the Cognitive State of Pa-
tients for the Clinician. Journal of Psychiatric Research, 12(3), 189-198. Used by
permission.
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Mini-Mental State Examination (Continued)

Instructions far Adminiatration of Mini-Mental Slate Examination

Cinentaan

(10 Ask for tha date. Then azh specifically for pans omiied. a.g., "Can you also kel
me what sesason i =Y 0ne poant 100 each coreest,

121 Ask i wm SZan you el me the nama of thes hosplal?™ [lown, ooy, eto).
One point for each comact.

Heagiztratign

Ask ihe catient i youw may test his memony. Then say the names of 5 wniralaled
oojects, cigarty and siowhy, atout ona second for each. After you have said all 3, ask
harm b2 rapeat tham This first repelitin delgrmings bés sooma (943) but keep saymg
them umil he can repest &l 3, wp o G irials, [ e does nol evemuady eam a3,
recall cannod be meginghully testea

Aftentom ang calculation

Ask ine patant tp hegin with 100 and count Sackeaards by 7. Stepoafter 5 subieass
lions {93, 88, T8, 72, 65). Score 1he oal furrker af cormec anseers. O he patient
cardal of will not pertorm this task ask hem to sped the word “sonid” beckwends, The
sCore 13 the numoer of leters in comact ondar. 2.9, dirpw = 5, dionw = 3.

Heeall

Ask e panent it he can recall e 3 words pou previoushy 3sked him o rememboer.
Scare D-3.

Lanmsusis

Marrirter Shone the pelient 2 wnst weich and 2ok e what d =, Repeal lor pencl,
Score 0-2.

Rapgiihinn: Ask tho patien? 10 repeat tha sentgnen atter you. Slloe omity o tal
Sooee Joe 1.

J-Stage commang: Give the patient 2 sheet of olank capsr and regest e command.
Scong ! point for gach par correcthy execuhad,

Beading: On a blank pisce o gager prind the senlence *Close your eyes,” in Giers
large enough tor e patiend 1o ses clearty. A3k mm 1 rezd it and do what it Says.
Scare 1 poimt anby i ha acteally Closas his eyves,

Witing- Gzrea 1he paliced o blank pece ol paper and ask himvhier owrile 2 semence
Ohy rol dliclabe & seegensn, LS 00 D wiillen mr&ﬁu&ly. Thes sanienon must conkin a
sublesl ard verb and be senaible. Comect grammas 2nd punchustion are aol meoessary,

Gogying: On & clean pisce of papgs, drosy mtereacting pantagons. aach side aoout !
if, and ask hin o copy # exdety 2% @ & Al 10 angles mus? e present ang 2 must
imiersect o scare 1 painil kgnore fremor amnd rotation.
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Short Form
Geriatric Depression Scale

WAL Al SEY DETE

WiME _ ROOM _ PHYSICIAN ASEERSCR

SCORING STSTEM

Anpwars indicaling depression ore highlighted. Boch BOLD-FACED answsr count one (1) pink
1. Areyou bxrainglly satishied with yaur life? YES S HG
7. Himew youp shrgspped ary of your odivifies ond imerests? YEE /MO
T D g el theet wour life is =mphe® YES /M0
4. Do you ofien ger bared? YES /MO
5. Are you in good spirim mos of the fre? YES /MO
. Are you afroed thoe something bodl s gaing b Dapgean boopoul TES /MO
7. Do you feel happy mast of the tene? YES S HD
B. Do you often besl haiplea? YES / HO

Q. [ yvou F|I1:I|:f fz whiry i erur roam Facility, rather thon going out ond daing new things?  ¥ES / MO

110, D o el rims hiswss mere rabloms with memary than mess? YES /MO

11 Cxa ey ek it i wondarhid 42 be ofved YES S WD

12 Dy Sl wrthloss the wooy you ar= nowd YES /MO

13. Dz you feed full of crergy® YES / MQ

14, Do oo Feel ther your sitoation is hopelesa? ¥ES /M

15. Do vou think that mast people are Seter off thon you? YES / MID
Score greater than 5 = Prafable Deposssian SCORE

Meobas Curnant s oofians:

(Continued)
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Geriatric Depression Scale (Continued)

Instructions for usa:
{Shart Form Geriatric Depression Assessment Tool)

1. The some CHA coregiver showld odmmister fhis fost each ima,

2. Choose o auist place. preferobhy the same lacotion aoch fima the test is
odminiskared.

3. The admaniskofion of fis ksl should not be immediately ofter wame memof
itouma or unsteody period.

4. Spegk in a seft pleasant tone.

£, Angwer all guestians by circling the onswer {yes or noj ke the question

&. Add the lakal number af BOLD FACED cnswars circled and record that numbar
in tha “SCORE™ bax.

7. Seores fotaling fve (5] points or more indicots probable depression.

A 30-item varsion of the 505 is oo ovailohble, Address Inguiries r\e:gn:rdins this

scmln o

Jorome A. Yesovoge, MDD

Chrschar, ?::.n:"liuh'i: N

Weteran: Adminiztraton Medeal Canrer
IE01 Mirondn Awenie

Fale Alle, CA 24304

Web site: www.stanford.edu/~yesavage.
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Cornell Scale

for Depression in Dementia

—_— -

SCORING FTETEM
o = Unable to evciess

1 o 1 2

3 a 1 2
—— .
I ——

I z

3 = Absant

MANE - AGE SEE __ _ DwE
WD [t BHYSICIAN ASSESSOR

1 = Mild 1o infermittent 2 = Sewwra

A, MOOD-RELATED SIGME

1 Ansnly Qnsces SXDmsEcn, rumnahion, woerying
fgdnmy. 1o ananasicn, sed woice, tearfulness
lock of rencfon b7 present asmnh

Irrinctelity: annayed, st t=mpensd

[l L

B. BEH&VIDRAL DISTURBAMCE

5. Agimtiorr restleszness, bond wrmging, bur prling

4 Retrdonion: dow movements, show speech, shore meacisns

7. Mulspla shysaal complaings (2oane O iF gastroinkesfingl symeroma caiy]

B, loosafintermes e imvoheed in vaonl ocbefad (ane an'y if chonge
e ted u:ul;J':.-_ iz, in less than cre menth)

L. PHYSICAL S0GMS
& Apparile hoes: cofing lem thon wsucd

10, Whight kna duzern 2§ geeater then 5 pounds in one menfil
1 ' l:._—:v; l:-r ﬂ'!'i__-\l'l-‘ !'.\;Ilﬁ.,_lg-l; LaL LU .r.:;:l-l- b syaiom CTVIREL
o, SYCUC PUMCTIONS

12, Diviesd vareten of macd. SyiTEtaTs woika in the maming
13. [:iFF.;_;r}- ;:ri.-: sylmans Lpbmr then wannl bor this eelieidizal
la.  mediiple gwokening during sheag

15. Eurly mewning awckening: cadicr than useal for this inchichud

E. IDEAMONAL DISTUREANCE
18 Sedal fexds lifa is notwer fring

17. Pz :E:I'ﬁ[“'ﬂlll \ur-::n:::h. iR F':":ﬁ:::-‘i cilar, Fﬂlﬂ':_i l\."'i L~.i-.'n
1B. Peasimiam: oricipation of e wend
19, Mood congriens dodusions: delusiore of poverny, ilness or b

——

Ratings should be howsd an symproms and signs consming during the week befars intervies, Ma seers dhaudd
be given it symtoms revult Fram physical diseiity o illness,

Score greakd than 13 = Prababla Dearessen

Feewn e Mediogtar

e e T ——

——
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Cornell Scale (Continued)

Instructions for use:
(Cornell Dementia Depression Assessment Tool)

1. The some CHA [cerhhed muersing assistant} should conduct the interview each
fime o gazure consisency in responEe

2. The asessment should ba based an the potient's normal weskly routine.

. B uncoriain of ansears, questioning ofher cormgresrs ey furfer define fe

dad

[=1pe1

4. Answer all guestions by plosing o check in the column uncer e
apprepriately numbered answer {0 = unoble m evaluote, O - absent,
1 = mild %o infermitians, 2 = severe).

. Add el scome for all numbens chedied ber sosh question.

&. Place the total score 10 the *SCORE™ bax and record any subjective obsarvo-
fion roes in the “NOTES/CURRENT MEDICATIOMS" secfion.

e

7. Scores sotaling rwalve |12 poink: or more indicoie probable depression.

Clinical Practice Guideline, 1996, American Medical Directors Association. Used by
permission from George S. Alexopoulos, MD.
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Case Study

Ms. P is a 69-year-old woman who has been known in the community
as a leader in nursing care and executive director of a successful home
care agency. Following her surprise retirement, Ms. P. is seen in the
hospital’'s Geriatric Assessment Clinic with her two daughters, for an
evaluation. Ms. P lives alone and has been widowed for 23 years.

Ms. P denies having any problems aside from some arthritis. When
asked about her early retirement, she says that she was tired from all
the stress related to the changing health care system. “It was getting to
be too much for me!”

Ms. P’s two daughters ask if they could speak with you about their
mother. Ms. P agreed, commenting that her daughters were worried
about nothing. The daughters said that they were concerned that their
mother wasn’t like her old self. She took less interest in her work during
the six months prior to her retirement. They recalled that only a year
ago their mother had said that she would never retire and now she
seemed relieved. At home she wasn't interested in keeping the house or-
ganized, something she always took pride in. She even missed a lunch
date with her granddaughter last week, saying she forgot.

E HARTFORD INSTITUTE FOR GERIATRIC NURSING 5' 1 3



Topic

5: Cognitive/Mental Status
Assessment of Older Adults

Experiential Activities/
Clinical Experiences

Case Study Questions: Based on the case of Ms. P, a phys-
ical exam was done with no abnormal findings.

1. What other testing would you suggest? Why?

2. How would it feel to evaluate someone who has been a
role model in the community? Another nurse? Someone
who thinks nothing is wrong?

Video: “Cognitive Assessment” from the series Caring for the
Cognitively Impaired Patient by the University of Kentucky
Alzheimer’s Disease Center

. Role Play: Use the MMSE with one other. This will not only

help to familiarize you with the mental status tool but also
allow you to understand the anxiety patients experience
when tested. This can be done by asking two students to
role-play the testing and then allow for comments and dis-
cussion from the class. Following this demonstration, di-
vide into groups of three. One student will be the observer
and cue the participants. For example, the observer might
notice that the tester is giving hints to the testee. Provide
time for each student to play each role in the exercise.
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Evaluation Strategies

A. Questions:

What is included in an evaluation of a person’s mental
status?

What is the purpose of using a validated tool for assess-
ment of a person’s mental status?

What does a score of 16 on Folstein's MMSE tell you?

On the MMSE, when a person is unable to recall three
objects after a few minutes, what suggestion would you
make to aid in memory functioning?

B. Clinical Evaluation:

Include an evaluation of a patient’s mental status dur-
ing a clinical rotation with older adults. Nursing homes
and Alzheimer’s units, in particular, provide a good
opportunity.
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